By E. STANLEY ROWBOTHAM. SERGEANT F., aged 43. Wounded September 27, 1918 , bullet entering at left nasolabial fold. Removed April 11, 1919 , from region of right coronoid process. November, 1922: Complains of discharge from left side of nose, and frontal headache. Spur to right of septum and septum very crowded. Middle turbinates swollen. Operation for resection of septum (not commenced).
Patient was rather a weedy-looking man of small build. Examination showed heart normal in size, no murmurs, pulse regular and full. Chest expansion somewhat limited. Nothing abnormal found in urine.. Eyes somewhat prominent, but no signs of Graves' disease present. Patient was very nervous in spite of the fact that he had had a hypodermic injection of morphine sulphate i gr., hyoscine hydrobromide rWB gr., atropine sulphate u gr., half an hour before being brought into the theatre. Commencing at 10.15 a.m., the nose was first sprayed with cocaine hydrochloride 20 per cent., adrenalin chloride 1 in 1,000 (in equal parts), and then packed twice with gauze soaked in cocaine hydrochloride 20 per cent. (three parts), adrenalin chloride 1 in 1,000 (one part). Administration of the anesthetic was begun at 10.45 a.m. when the patient appeared normal and spoke rationally, although still nervous. Induction by ethyl chloride-ether on an open mask, 8 c.c. of ethyl chloride and 5 oz. of ether being used. No chloroform was given during the whole of the administration. The patient went under easily with no struggling. A tracheal catheter was passed immediately relaxation of the jaw was obtained, and air and ether mixture administered intratracheally. A sponge was placed in the post-nasal space. At this period the patient was breathing regularly, was of a good colour, and appeared to be taking the ana3sthetic well. Without any warning, about ten minutes after the commencement of induction, and before the surgeon had started to operate, breathing stopped, the pupils became suddenly fully dilated (they were almost pin-point a minute before), and the pulse was found to be absent. The ether was stopped at once and oxygen run through the intratracheal apparatus. Artificial respiration by chest compression was also commenced, but with no result. Within five minutes of the cessation of breathing Mr. Kilner opened the abdomen, incised the diaphragm, and massaged the heart through the left pleural cavity. Artificial respiration by chest compression was continued and the limbs were 1922. bandaged. The heart very quickly responded to massage, but after a few beats became tense, filled and unresponsive. The method of artificial respiration was now changed to that of Silvester and the heart was at once easily emptied of its contained blood, and was very soon beating strongly and regularly, until at the end of five minutes the pulse was regular and full at 110. As the heart gained strength the patient gradually began to make respiratory efforts, and was breathing 30 to the minute six minutes after the first attempt at cardiac massage. Strychnine sulphate 1 gr. was now given hypodermically.
The diaphragm was sutured and the abdomen closed, and the patient returned to bed at 1.15 p.m. His pulse and respirations, however, gradually rose (at 6.15 p.m. they were 150 and 48, temperature 101'20 F.), he continually coughed up frothy blood and mucus, and required constant administration of oxygen to keep him of a good colour. He was given caffein, digitalin, and atropine hourly, but he never regained consciousness. A condition of acute pulmonary aedema set in, and he died at 3.25 a.m.
There appear to be three points worthy of note in this case:
(1) The fact that Silvester's method of artificial respiration appeared to be a very much more efficient aid to the heart than simple chest compression.
(2) This was a death under ether. No chloroform whatever was used, and only a very small amount of ethyl chloride at the commencement of induction.
(3) The question as to whether the cocaine with which the patient's nose was packed had anything to do with his heart failure. The gauze was wrung dry and certainly no cocaine was swallowed.
Mr. T. POMFRET KILNER said that his interest in the case described by Dr. Rowbotham had arisen by chance. He had happened to call in at the operating theatre just as difficulties with the patient arose, and, as he was standing by to help, he was requested by the surgeon in charge of the case to perform cardiac massage when it was. found that the heart had stopped beating. He (Mr. Kilner) opened the abdominal cavity by a mid-line incision above the umbilicus and, slipping his left hand under the costal margin and raising it well, exposed the anterior attachment of the diaphragm. He made a small opening in the latter near to its costal attachment and a little to the left of the mid-line and through this reached the heart. The heart was flabby and toneless. With two fingers behind and the thumb in front, he compressed and relaxed two or three times at a rate estimated as that of the normal heart-beat. A few weak but spontaneous beats were started in this way; the heart stopped again, but was now felt to be tensely filled with blood. Continued efforts at compression and relaxation failed to empty it, and the beat did not start again until artificial respiration, by carrying the arms well above the head, was performed. The heart almost immediately emptied and a steady, strong, rhythmical beat became established. After waiting for a little while, the opening in the diaphragm was closed by catgut sutures and the opening in the abdominal wall repaired.
The progress of the case from this point onwards had been described by Dr. Rowbotham. He (Mr. Kilner) had performed the post-mortem examination of the case, but had found very little to account for the primary collapse of the patient. The following appearances were noted:
Lungs.-Old healed tuberculosis, left apex. More recent and more extensive tuberculosis with formation of a large cavity, right apex. Both apices surrounded by dense pleural adhesions.
Heart.-Normal in size and appearance. Muscle normal in appearance on section.
Small patches of atheroma on septal cusp of mitral valve. Fairly extensive patches of atheroma in aorta. There was a large clot of ante-mortem type in the right ventricle.
He (Mr Kilner) suggested that this clot was formed, or started forming, while the heart's action was in abeyance and that it might be looked upon as responsible for the failure of the cardiac massage and finally for the patient's death.
It was in the hope that one might hear helpful discussion which would guide one to perform cardiac massage at the most opportune moment and by the best method that this case had been brought forward and described in some detail.
The case was further discussed by the Members.
Mr. KILNER (in answer to criticism of method employed) said that the opening in the diaphragm bad been nmade at the express wish of the surgeon in charge of the case. In the only other case in which he had had to perform cardiac massage no opening was made in the diaphragm. The heart beat was restored quite satisfactorily but the patient died about twenty-four hours later.
The Effects of Vagal Trauma on the Anaesthetized Patient. By C. L. HEWER, M.B.
THE two cases which are described below both illustrate the effects of surgical interference with the vagus nerve, a subject which concerns the anasthetist closely.
Case I.--Patient, a male, aged about 60, upon whom a month previously a laryngectomy had been performed for extrinsic carcinoma. He was breathing through a tracheotomy tube, and the present operation was for the excision of malignant glands from both sides of his neck. He was anaesthetized with chloroform on a Hahn's cone connected to his tracheotomy tube. The anesthesia was quite smooth and normal for the first part of the operation on the left side of the neck. About half way through the opposite side, however, the surgeon cut a large vessel, and hastily applied an artery forceps. The patient instantly stopped breathing and turned a greyish colour. I could not detect any radial pulse, and the capillary circulation had apparently ceased. On explaining the situation to the surgeon, he removed the forceps, and the colour of the patient's lips changed almost at once from grey to blue. His pulse again became palpable, feeble at first and then stronger, but extremely slow in rate -about 20 beats per minute. Respiration was also re-established gradually and his colour returned to pink. The operation was finished somewhat hastily, and the patient was put back to bed. He did not regain consciousness for three days, and during that period his pulse never exceeded 40 beats per minute, and he exhibited the explosive type of cerebral vomiting. At the end of two weeks he was comparatively normal, and left the nursing home a few days later with a pulse of 60. I do not know the subsequent history of the case. On talking the matter over afterwards with the surgeon, he said that he was dissecting behind the carotid sheath at the time, and considered it quite likely that the forceps were actually on the vagus nerve itself. Case II.-Patient, a girl, aged 20, who had had many previous operations on a chronic left-sided empyema with collapse of the lung. It was decided that a decortication of the left lung should be performed. She was induced with ethanesal in a Clover's inhaler, and anesthesia was maintained by gas and oxygen given through an endotracheal catheter. There was no difficulty at all with the anesthetic, and the operation was begun by making a large osteo-plastic flap on the left side of the chest. When the pleural cavity was opened I slightly increased the intrapulmonary pressure, so that it oscillated between 10 and 15 mm. Hg. The thickened pleura was peeled off the collapsed lung, and all went well until the portion near the posterior part of the root of the lung was being reflected. At this point the patient suddenly
